or infusion of hypertonic saline (Carter & Robbins 1947; Moses & Streeten 1967) . Difficulties in attaining the correct diagnosis using these methods may frequently occur and direct measurement of AVP could provide a better diagnostic approach (Zerbe & Robertson 1981) .
In the lines from the healthy adults was 0.13-0.51, and between the abscissal intercepts was 268-289. Onset of thirst varied from 289 to 304 mmol/kg.
The plasma AVP and osmolality response to hypertonic saline infusion of each patient in rela¬ tion to the normal response is given in Fig. 2 , and the regression data are presented in Table 2 Table 2 ). Most polyuric patients experien¬ ced thirst at plasma osmolalities similar to the controls (295 ± 1, 298 ± 2 mmol/kg, respectively, < 0.05).
Nineteen patients had completed water depriva¬ tion tests, the results of which are given in Table 3 . Criteria for severe or complete CDI (uOs < 250 mmol/kg after dehydration, which responded to vasopressin), were obtained from Dashe et al. (1963) and Monson & Richards (1978) . Nine patients (1, 2, 4, 5, 7, 9, 10, 11, 13) had desmopresstn-responsive polyuria (CDI), 6 patients (14) (15) (16) (17) (18) (19) showed normal urinary concentration after de¬ hydration (PP) and 4 (3, 12, 20, 21) 
Discussion
The distribution of the data, the regression ana¬ lyses and thirst onset osmolalities obtained from infusion of hypertonic saline into normal subjects were similar to those obtained in previous studies using different radioimmunoassays to measure plasma AVP (Robertson et al. 1976; Hayward et al. 1976 ) and using indirect methods to estimate the threshold of AVP release and the slope of the regression line (Moses & Miller 1971 (Baylis et al. 1981b) .
Our experience in diagnosing the cause of poly¬ uria in these patients is similar to that described by Zerbe & Robertson (1981) 
